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disease. Recent national data reported by the Centers for
Disease Control show that deaths because of cardiovascular
disease declined by 3.5% in 2003.2 It is also widely recognized
that the median age for incident and prevalent patients with
end-stage renal disease has been increasing.3 A plausible
explanation of the higher median age of incident end-stage
renal disease patients is that the unintended consequence of
the successful treatment of cardiovascular risk factors is that
patients with chronic kidney disease are now living long
enough to reach end-stage renal disease. This, in turn, results
in an increase in the demand for renal replacement therapy,
including transplantation.
Delmonico is correct in observing that there is much
room for improved implementation of preventive strategies.4
But it is not clear that even robust prevention programs will
result in fewer, rather than more patients living to reach end-
stage renal disease. As the manifest benefits of transplantation
over dialysis are also realized by older patients,5 laudable
programs of aggressive risk factor reduction may actually
exacerbate the shortage of transplantable organs. Further-
more, such efforts can hardly be expected to significantly
attenuate the strain on the organ supply in the United States
if the waiting list exceeds 100 000 by 2010.6
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To the Editor: In the March issue of this journal, four
commentaries argue the pros and cons of providing
incentives for organ donation. The potential of ‘reciprocal
altruism’ is unclear and opposition to organ sales is
‘formidable’.1 I propose another approach that I believe is
practically and ethically superior: conscription of all usable
cadaveric organs.2 Like a military draft, this would be a draft
of organs from recently deceased people.
What are the advantages of conscription? Under this plan,
the efficiency of cadaveric organ procurement should
approach 100% – it is unlikely that any other system could
even come close. This would greatly increase the number of
organ transplants while reducing the need for living donors.
The plan is simple and would avoid the complexity of
alternatives noted by Dr Monaco.3 No longer would
distraught families and reluctant staff have to confront the
difficult question of posthumous organ donation and many
jeopardizing delays would be eliminated. Finally, conscrip-
tion would satisfy distributive justice by eliminating ‘free
riders’ and the possibility of exploitation.
The major concern about conscription is that it violates
autonomy. But as Jonsen points out: ‘the cadaver y has no
autonomy and cannot be harmed.’4 The possibility of
harming the sensibilities of surviving family members is
more concerning but any such harm cannot justify allowing
people to die for lack of a transplant.
If we can mandate autopsy when public safety is
threatened and if we can conscript a person into the military
at the risk of death, then surely we can conscript a kidney
from a dead person where the risk to that person would be
zero while the benefit could be life saving. I agree with Dr
Monaco that ‘we need a bold, new approach’,3 but I submit
that conscription of cadaveric organs, not incentives, is the
answer.
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We agree with Dr Spital1 that the United States needs to
address the 50% rate of potential suitable deceased donors
who do not become actual donors annually. However,
accomplishing this increase by conscription, as Spital
recommends, is not likely to be endorsed nationally or
internationally.
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There is, however, an opportunity to increase donation
that would be readily available globally by ensuring that
everyone who wishes to be a donor has a simple and direct
way to make that designation in a manner that will be
accessible and legally recognized as consent. Currently, in
New England, several states have donor registries that
accomplish exactly that – if a person wishes to register as a
donor, that designation is legally equivalent to signing a
donor card and is accessible 24/7 through a secure database
to the New England Organ Bank. The time is ripe to make
this at least a national standard; over half of the states in
the US have similar donor registries. It should be the
approach for every state.
Donor registries can be an efficient way to increase the
rate of actual donors. Because donor registries remain an
‘opt-in’ system, consensus already exists, which makes the
needed legislation non-controversial. Upcoming official
revisions to the Uniform Anatomical Gift Act are expected
to boost state-by-state in-roads by endorsing model
language, recognizing designation in a donor registry as
a ‘document of gift.’ Funding to establish a national donor
registry may also be a desirable avenue to provide
uniformity and to capture potential cross-state donation
events. The opportunity to increase actual donors should
start by establishing the system in a manner that is
designed to honor, whenever medically possible, every
persons wish to become an organ and tissue donor.
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Organ sales: Compromising ethics
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To the Editor: What proponents of the selling of organs for
transplant call a ‘choice,’ I call the right to be cruelly
exploited. Democratic societies have always limited our
ability to harm ourselves, hence, workplace safety, child labor,
or minimum wage laws that forbid a 5-year-old to ‘choose’ to
take a dangerous, low-paying job. (Even when someone faces
dire poverty, we do not permit him to sell himself into
slavery.) Similarly, the laws barring organ sales are intended
to protect those who, out of economic desperation, would be
harmed by those with more money.
What’s more, it is a highly dubious proposition that selling
an organ offers even the very poor meaningful recourse. A
few years after taking such a perilous step, the seller is apt to
find himself in unchanged economic circumstances, albeit
with one fewer kidney and the attendant health risks. There
are better ways to respond to the problems of poverty than by
expanding the opportunity for the rich to harvest the organs
of the poor. And there are better ways to reduce the waiting
list for kidney transplants: I particularly admired FL
Delmonico’s noting what preventive medicine can achieve.
It is true that we need to expand the pool of organs
available for transplant, but there are ways to do that without
endangering the most vulnerable members of society. One
plan would make the use of cadaveric organs routine,
switching from the current opt-in system to allowing those
folks with, for example, religious objections, to opt out. It is
curious that those who resist such an approach show more
concern for the sentiments of the dead than the health of the
living.
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To the Editor: I read with interest this series on the issue of
paying for kidneys for transplantation. The possibility of
physicians being kidney donors was raised by Dr J
Ingelfinger1 in a review last year, in which she indicated that
she would be willing to be a kidney donor if the opportunity
arose.
Recently, I had just such an experience. Presently, I am 64
years old and was on the Nephrology staff of the University of
Texas Health Science Center for 30 years until I retired 3 years
ago. I have only one sibling, a sister 2 years younger than
myself, who shared with me the finding of proteinuria during
pregnancy 27 years ago. She had a normal creatinine
clearance and was obese, thus a kidney biopsy was not
performed. I told her at that time, that if needed, I was
committed to donate a kidney to her. Neither of us thought
much of it at that time, but 25 years later when her
proteinuria increased and her serum creatinine started to rise,
I renewed that commitment.
In March of last year, her creatinine reached 7 mg% and in
April I traveled from Israel, where I now live, to give her my
left kidney with the help of the Transplant Service of Jefferson
Medical Center in Philadelphia where my sister lives. After 12
months, we are both doing well – each with one functioning
kidney.
The prospect of donating a kidney for the past few years
had an interesting positive effect on my behavior. I become
more conscious of my borderline hypertension and choles-
terol and increased my previously limited exercise regimen.
With this and some modest caloric restriction, eating to live
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